Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Cachola Adult Residential Care Home

CHAPTER 100.1

Address:
98-314 Ponokaulike Street, Aiea, Hawaii 96701

Inspection Date: February 2, 2021 Annual

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT
RECEIVED WITHIN TEN (16) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINE,
WITHOUT YOUR RESPONSE.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
<] | §11-100.1-9 Personnel, staffing and family requirements. PART 1
(a)
All individuals who either reside or provide care or services
to residents in the Type | ARCH, shall have documented DID YOU CORRECT THE DEFICIENCY?
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type | ARCH, USE THIS SPACE TO TELL US HOW YOU
and thereafter shall be examined by a physician annuatly, CORRECTED THE DEFICIENCY
to certify that they are free of infectious diseases.
Substitute care giver #1: No documentation of annual ‘
physical assessment by a physician. (JU\W hqm‘t} \quw bl 4‘ 2 1
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
DX] | §11-100.1-9 Personnel, staffing and family requirements, PART 2
(a)
All individuals who either reside or provide care or services
to residents in the Type 1 ARCH, shall have documented FUTURE PLAN
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type I ARCH, USE THIS SPACE TO EXPLAIN YOUR FUTURE
and thereafier shall be examined by a physician annually, to | PLAN: WHAT WILL YOU DO TO ENSURE THAT
certify that they are free of infectious diseases. IT DOESN’T HAPPEN AGAIN?
FINDINGS .
Substitute care giver #1: No documentation of annual l W\“ Rﬁop 01 \0§ G\C CO\\‘C@]VM
physical assessment by a physician. .
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(b)

All individuals who either reside or provide care or services
to residents in the Type [ ARCH shall have documented
evidence of an initial and annual tuberculosis clearance.,

FINDINGS

Substitute care giver #1: no documented evidence of annual
tuberculosis clearance.
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DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YQU
CORRECTED THE DEFICIENCY

THY MESIS QRN wae done/
and fued  oore et vinder

RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
E §11-100.1-9 Personnel, staffing and family requirements. PART 1
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
[X] | §11-100.1-9 Personnel, staffing and family requirements. PART 2

(b

All individuals who either reside or provide care or services

to residents in the Type I ARCH shall have documented FUTURE PLAN

evidence of an initial and annual tuberculosis clearance.

USE THIS SPACE TO EXPLAIN YOUR FUTURE

FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT

Substitute care giver #1: no documented evidence of annual IT DOESN’T HAPPEN AGAIN?

tuberculosis clearance. ’
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date
< | §11-100.1-15 Medications. (e) PART 1
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
by a physician or APRN. DID YOU CORRECT THE DEFICIENCY?
FINDINGS USE THIS SPACE TO TELL US HOW YOU
Resident #1: complete MD order not transcribed to CORRECTED THE DEFICIENCY

medication administration record for the following PRN
hours as nesded for i pain hendeshe o v = 0007 | WONSURLE AAmprete medictionS ot
suppostory: | supposiony ety daiy scnesded for | ( KGGTAMINGPhON ond BiSady|) T
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
x| | §11-100.1-15 Medications. (e) PART 2

All medications and supplements, such as vitamins,

minerals, and formulas, shall be made available as ordered

by a physician or APRN. FUTURE PLAN

FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE

Resi‘denr #1: corpplete MD order not transcribec_l to PLAN: WHAT WILL YOU DO TO ENSURE THAT

medicat!on admlmstr'fmon record for the following PRN IT DOESN’T HAPPEN AGAIN?

medications: Acetaminophen 325mg tab, take 2 tabs every 4

hours as needed for mild pain, headache, or fever >100.0 F_, 3 : ,

Max dose of 300mg in 24 hours; and Bisacody! 10 mg I W\“ W%Oﬂ% PQ'N mmm \M}d&

suppository, I suppository rectally daily as needed for :

constipation. )ﬂ) ‘\AP(Q- 1S O\Am b\{ AOW M\d ,Ll,b l'Ll
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Licensee’s/Administrator’s Signature: MM/

Print Name: MAN[{HMU CM{/IOM/

Date: 5\ 01 lEU\
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